Toxoplasma retinochoroiditis has been reported as a leading cause of posterior uveitis.' Two clinical forms of toxoplasma infection are recognised, namely, a congenital and a postnatally acquired disease. In the case of acquired toxoplasmosis, which rarely causes ocular disease,2 the antibody titres are usually very high, and therefore serology for this diagnosis is indispensable.
The diagnosis of ocular toxoplasmosis, which is generally accepted to be a congenital disease,' may be very difficult. The conclusive diagnosis of active toxoplasmosis depends on the isolation of toxoplasma organisms from the fluid or tissue of the patient suffering from an active form of the disease, but this is rarely possible in ocular disease. The high incidence of IgG antibodies against toxoplasma in the population is mostly due to a past acquired infection; therefore a positive IgG test is not discriminatory for the ocular disease and may not be related to the eye lesion. Most authors agree that a positive test by any of the accepted serological methods is compatible with the diagnosis of ocular toxoplasmosis.245 A negative test is thought to rule out the diagnosis of ocular toxoplasmosis,6 and therefore ophthalmologists have often urged tests to be performed even on undiluted serum. On the other hand cases of histologically proved toxoplasma retinitis have been described with negative serum titres against toxoplasma. 7 Several authors have suggested that demonstrating the local synthesis of toxoplasma antibodies in the eye is proof of the diagnosis of ocular toxoplasmosis. 8 (Fig. 4) (group III and IV) were positive for IgG antitoxoplasma antibodies, whereas the control patients (group IV) were found to be positive in 58%, which difference is highly significant (p<0.01). Our findings suggest that the ELISA is more sensitive than the dye test, which is in agreement with several other studies, where the sensitivity of the ELISA is higher, especially when dealing with low positive titres.2223 Since our patients were more extensively studied by means of the dye test, this observation needs further investigation.
The detection of circulating antigen or circulating immune complexes containing toxoplasma antigens which can be found for a short time during a fresh infection or reinfection is promising.315 However, in our study of 25 patients with ocular toxoplasmosis we could not find any free circulating antigen. Circulating immune complexes containirng IgG antibodies were found in 28% of ocular toxoplasmosis patients and in 16% of controls. This difference is not statistically significant, though it should be remembered that the number of patients was very small and that active toxoplasma infection in immune complex positive control patients cannot be excluded.
Such a serological diagnosis of active toxoplasma infection was made in one patient with heterochromic cyclitis of Fuchs. This patient also had an old retinal toxoplasmosis scar, which was certainly not active. The association between toxoplasmosis and heterochromic cyclitis has already been noted.2425 Whether the serological findings in the patient presented here are coincidental or are evidence of a relationship between active toxoplasmosis and heterochromic cyclitis deserves further investigation.
We conclude that a definite diagnosis of ocular toxoplasmosis by serological means only is not yet feasible. The possible superiority of the ELISA test to the dye test warrants further investigation. In cases of doubt other diagnostic tests, such as detection of local antibody production, should be used. The final conclusion of this study is that a negative test result with undiluted serum indicates that ocular toxoplasmosis is highly improbable
